aration of nails occurring simultaneously or fol-
lowing a photosensitivity skin eruption. Photo-
onycholysis usually involves fingernails, but may
also involve sun-exposed toenails.

Superficial acneiform pustules may also be in-
duced by tetracycline, apparently due to bacte-
rial suppression and consequent overgrowth of
the lipophilic yeast, Pityrosporum orbiculare,
around hair follicles.

VicToRr S. CONSTANTINE, M.D.
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Sunscreens

THE IDEAL SUNSCREEN SHOULD protect against light
rays of wavelengths between 2900 and 4250 Ang-
stroms. These include short ultraviolet “sunburn-
ing” rays (2900 -3200 A), long ultraviolet rays
(3200 - 4000 A), and near visible rays (4000 -
4250 A). Long ultraviolet and near visible rays
not only enhance sunburn and certain inherited
photosensitivity diseases, but are the primary ac-
tivating rays in most acquired photosensitivity
diseases.

The sunscreen that presently seems most ef-
fective for protection against short ultraviolet
light is a mixture of para-aminobenzoic acid
(pABA) and alcohol. It gives a sustained high
degree of protection and is non-toxic, stable, and
cosmetically elegant. Other popular commercial
agents either fail to provide significant protection
or cause undesirable toxic effects.

Protection against long ultraviolet and near
visible rays requires use of broader range sun-
screens such as benzophenone, red veterinary
petrolatum, titanium oxide or zinc oxide. How-
ever, repeated frequent application of these
agents is necessary for sustained protection.

Isaac WiLLIS, M.D.
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Dermatophyte Test Medium

DERMATOPHYTE TEST MEDIUM (DTM) is a new
fungus culture agar which enables the non-my-
cologist to easily grow and recognize griseoful-
vin-sensitive superficial fungi which infect skin.
The medium contains phenol red indicator which
changes from yellow to red when exposed to
alkaline metabolites produced by dermatophyte
fungi. It also contains cyclohexamide, gentami-
cin sulfate, and chlortetracycline HCI to reduce
growth of contaminant yeasts, bacteria and sapro-
phytic fungi.

The initial enthusiastic reports about use of
pT™ have been followed by the realization that
it is not as reliable as Sabouraud’s antibiotic agar
for isolation of monilia and dermatophyte fungi.
However, pt™M provides a useful screening test
and will hopefully encourage the busy practi-
tioner to do cultures of suspected cutaneous fun-
gal infections.

Pauw H. Jacoss, M.D.
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Topical Urea

URrea 15 A NoNtoxic, nonallergenic substance
which increases water-binding capacity of stra-
tum corneum, yielding softness and pliability of



treated skin. Ichthyosis vulgaris and dry, elderly
skin respond favorably with 10 percent to 20
percent urea in a vanishing cream base. Added
to steroid cream in the same percentages, urea
may help atopic dermatitis. Its antipruritic ef-
fect makes urea conforting for itchy psoriasis and
early mycosis fungoides.

Urea in 30 percent to 40 percent concentrations
is strongly keratolytic. Hyperkeratotic fissured
palms and soles may benefit from either 40 per-
cent urea in vanishing cream base or 30 percent
aqueous urea soaks. Proteolytic debridement of
leg ulcers, necrotic malignancies, and infected
wounds will occur with aqueous compresses of
40 percent urea applied for thirty minutes four
times daily. Rapid deodorization of such lesions
results from the antibacterial properties of urea.

Commercial urea preparations currently in-
clude Carmol® cream and Aquacare® Dry Skin
Cream and Lotion.

E. DoriNDA LOEFFEL, M.D.
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Staphylococcal Scalded Skin
Syndrome

THE SCALDED SKIN SYNDROME is a frightening con-
dition in which skin turns red and slides off in
sheets, leaving large denuded areas. The infan-
tile and childhood form of this is now seen to
be part of a spectrum of clinical entities caused
by Staphylococcus aureus, phage group II, type
55/71.

Included are Ritter’s disease of the newborn,
the childhood type of Lyell’s disease (toxic epi-
dermal necrolysis), staphylococcal scarlet fever,
and bullous impetigo..

Bullous impetigo is a localized form of this
syndrome whereas the staphylococcal scarlet
fever, which presents with the scarlatiniform
eruption but lacks the tonsillitis or exanthem of

streptococcal scarlet fever, is a mild form of the
syndrome which does not progress to skin sepa-
ration.

The toxic epidermal necrolysis (Lyell’s dis-
ease) of the adult type is a more severe, poten-
tially fatal disease not related to staphylococcus
infection, but rather is a toxic reaction to several
types of drugs. In this disorder, the skin sepa-
ration is subepldermal

An animal model is now available for study of
the staphylococcal syndrome.

Newborn mice infected with phage group II
staphylococci or injected with cell-free filtrates
of the same organism will develop typical epi-
dermal necrolysis.

The exfoliative toxin has been identified and
partially purified.

Methicillin is the treatment of choice for sta-
phylococcal scalded skin syndrome, leading to
rapid recovery within a few days. Corticosteroids
are contraindicated, except in the adult toxic
epidermal necrolysis.

AvrviN H. Jacoss, M.D.
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Phenolic Depigmentation of Skin
DEPIGMENTATION OF SKIN RESEMBLING vitiligo may
be caused by certain phenolic compounds. In
addition to hydroquinone and its monobenzyl
ether, several other phenolics are now being rec-
ognized as causing depigmentation.

Patchy depigmentation of hands and forearms
has been described in hospital employees work-
ing with phenolic germicidal solutions contain-
ing p-tert-butylphenol, p-tert-amylphenol, and
p-tert-butylcatechol. Similar depigmentation has
occurred in auto factory workers exposed to
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